Method and patients studied In the Spring of 1973, regular half-day visits were made to the Whitechapel Clinic of the London Hospital and during these times all newly presenting patients who had not previously attended any VD Clinic were interviewed. The interviews were conducted privately in a side-room after the completion of the medical consultation and their nature was explained to the patients.
Information from the medical notes was supplemented by a semistructured interview and by a standardized mental state assessment, using the interview schedule devised by Goldberg, Cooper, Eastwood, Kedward, and Shepherd (1970) , which has been found to be acceptable and appropriate to such populations. Those who score above 20 on a series of 5-point symptomatic and clinical ratings are regarded as 'psychiatric cases'.
The medical notes were scrutinized at the end of the study for follow-up and investigation details. X2 tests with Yates' correction were used for statistical analysis. There was, therefore, a substantial psychosocial morbidity, in part apparently related to the acute concern about possible VD but also substantially to longer term problems. None of the patients were, however, referred to psychiatrists.
COMPARISON OF THOSE WITH AND WITHOUT STD
On a number of parameters there were no differences between those who were and those who were not While apprehension about attendance was common, relief was expressed at the routine nature of the clinic. Defaulting after the first visit or at any time before medical discharge was unrelated to any factor. Apart from those who defaulted immediately, roughly one-half of those diagnosed as having STD eventually failed to attend follow-up appointments.
Discussion
The findings of this investigation broadly confirm and extend those of Pedder and in revealing a high prevalence of psychosocial problems comparable to findings in general practice and in hospital out-patient clinics (Culpan and others, 1966) . As in a similar survey of a cardiac clinic (Mayou, 1973) , there was no specific characteristic psychiatric pattern, but rather mixed neurotic symptoms with evidence that, in a significant proportion of patients, substantial and untreated psychosocial problems precede medical symptoms.
The proportion of 'psychiatric cases' is somewhat higher than that described using the same interview schedule in general practice but rather less than in new cardiac out-patients.
Although present numbers are too small to allow conclusions about individual diagnoses, it is apparent that there are many similarities between those who do and do not have a physical illness. The various syndromes of 'venereophobia' that have been described by other writers appear to be artefacts of very low referral rates to psychiatrists of less than 1 per cent. of clinic attenders. It is reasonable to think that physicians will in such circumstances have selected those with the most severe or dramatic psychiatric disorders. As with chest pain (Mayou, 1973) , it would appear from the study of consecutive attenders that, while psychosocial facts are major factors in consultation behaviour and response to illness, there are no specific psychological patterns.
The present findings are based upon first attenders and one would expect to identify various sub-groups of psychological, social, and sexual problems amongst recurrent attenders with or without venereal disease. It is likely, however, that they would prove a difficult group as a whole to interview and assess without prejudicing future attendance, and even in the present study it proved impossible to obtain adequate information about possible sexual problems because some patients appeared reluctant and evasive.
The value of any psychosocial investigation must be judged by the implications for practical management of the individual patient and also in this instance for public health. The present study shows that attempts to define arbitrary syndromes in small numbers of patients have ignored the considerable morbidity in the everyday clinic. This leads to a number of questions: (1) What is the outcome for those psychologically disturbed? Analogy with chest pain (Mayou, 1973) suggests persistence of psychological problems and somatic symptoms in a large number.
(2) Would attention to the emotional aspects by physician, psychiatrist, or social worker be helpful in reducing morbidity? (3) Would such attention also be helpful in improving the rather low compliance with medical therapy ?
Such general questions can be asked in any medical setting and cannot as yet be answered. For sexuallytransmitted disease, there are specific questions in relation to sexual anxieties and interpersonal relationships, such as those described by Gibbens and Silberman (1960) 
